Existing rapid diagnostics offer faster and more sensitive diagnosis of tuberculosis (TB) and simultaneous detection of multidrug-resistant TB. A 5-fold increase in investment in these tools is needed to meet the needs of the TB community and the United Nations' ambitious 40 million by 2022 diagnosis and treatment target.
INTRODUCTION
W e are at a time of unprecedented attention and opportunity for tuberculosis (TB) . At the United Nations High-Level Meeting on the Fight To End Tuberculosis on September 26, 2018, 1 world leaders committed to bold targets and urgent action to end TB, including diagnosing and treating a cumulative 40 million people by 2022 (40 by 2022) . 2 This commitment cannot be met without equally bold and urgent responses to the greatest challenges facing national TB programs including the continued lack of access to quality and rapid TB diagnostics for people with signs and symptoms of TB. In 2017, 3.6 million people with TB went either undiagnosed or were detected and not reported, representing 36% of the estimated 10 million new cases. 3 Rapid and accurate diagnosis is a critical requirement for an effective TB care and prevention effort 4 because delayed diagnosis results in greater morbidity and mortality and increased disease transmission. For too long, TB programs had access only to smear microscopy, a century-old technology that has low sensitivity, detecting only about half of all TB cases (fewer in paucibacillary disease) and not detecting drug-resistant TB at all. 5, 6 Although we now have rapid TB diagnostic tests, the majority of people in high TB burden countries continue to be tested for TB with smear microscopy. 3 Multiple documents from the global TB community have outlined the target of universal access to World Health Organization (WHO)-recommended rapid diagnostics (WRDs). Pillar susceptibility testing should be available to all who need it. WHO recommends that TB programs use WRDs that allow for the simultaneous detection of TB and drug-resistant TB as the initial diagnostic test instead of smear microscopy (e.g., in the compendium of WHO guidelines and standards 8 ; see methods section for further details). Finally, the Global Laboratory Initiative's Model TB Diagnostic Algorithms, 9 originally published in early 2017 and recently revised, provides the preferred algorithm for universal patient access to rapid testing to detect Mycobacterium tuberculosis (MTB) and resistance to the anti-TB drug rifampicin (RIF). The algorithm currently indicates that the initial diagnostic test to use is the Xpert MTB/ RIF (Xpert) assay, including for use with adults and children with signs and symptoms or chest X-ray (CXR) suggestive of TB, with persons being evaluated for extrapulmonary TB, and with persons being evaluated for TB who are HIV-positive.
Initial roll-out of Xpert began in the second quarter of 2010, and by the end of that year, 18 countries had 166 modules in place and cumulatively had run approximately 27,000 tests (Philippe Jacon, Cepheid, email communication, Novem-ber 2018). By the end of 2017, 130 countries had procured 'more than 42,000 modules and 34.4 million tests. 3 However, in countries where data were available and reported, only 20.6% 10 of new and relapse cases were tested using WRDs in 2017.
Effective TB case finding first requires a variety of approaches to identify all people with signs and symptoms of TB. [11] [12] [13] Although this initial identification of presumptive TB is critically important to reaching the 40 by 2022 targets, the focus of the current study is to investigate whether or not TB diagnostic networks in high-burden countries have the capacity to provide rapid and accurate testing for an initial TB diagnosis for these clients and to determine the actual requirements to test all people with signs and symptoms of TB with a WRD. This effort requires a realistic calculation of what volumes of testing and numbers of testing instruments a country needs. We present such an analysis using Xpert as an example because it is the most widely implemented WRD currently (although the lessons should apply equally to other WRDs). 14
METHODS
We adapted the WHO TB diagnostic capacity calculator 15 (WHO calculator) to generate estimates of the need for rapid TB diagnostic testing instruments and assays using the Xpert instrument and Xpert MTB/RIF cartridges as an example. We estimated the volume of Xpert cartridges needed to test persons presenting with signs and symptoms of TB and the number of Xpert modules that are needed to provide full coverage for TB diagnosis in a high-burden country under realistic operating conditions. The baseline model calculated the cartridges and modules needed to identify 90% of the total estimated TB cases (all forms) 3 because this reflects the level of case finding needed to reach the 40 by 2022 targets, as innovative case finding approaches are implemented at scale. The analysis was conducted for the 24 countries currently receiving direct United States Agency for International Development (USAID) funding for TB 16 ; these countries represent 74% of the world's TB burden.
The WHO calculator was originally developed using a stakeholder consensus process and consists of a simple but logical Microsoft Excel format. 15 Populations who require testing are calculated from WHO epidemiological information; these figures are further multiplied based on the projected usage of Xpert. Adapting the WHO calculator methodology, which dates from a period of more conservative use of Xpert in diagnostic algorithms, the calculation was performed to determine the rapid TB diagnostic testing needs for 3 populations of TB patients: (1) HIV-negative adults; (2) HIVpositive adults; and (3) children (0-14 years old). WHO data were used to estimate the number of HIV-negative adults and the number of children with TB, 10 in both cases multiplied by 90% to reflect the 40 by 2022 targets, as noted above. The Joint United Nations Programme on HIV/AIDS (UNAIDS) 2017 data 17 were used to estimate the total number of people living with HIV (PLHIV) for each country, which was then multiplied by 81% (the number of PLHIV enrolled on antiretroviral therapy [ART] if 90% of all PLHIV know their status and 90% of all who know their status are enrolled on ART, as expected under the UNAIDS 90-90-90 treatment targets 18 ). We assume that, at each of 2 visits per year, 20% of those enrolled on ART will be eligible for Xpert testing based on a symptom screen (see later justification for the 20% value).
Realistic operating capacity per module was defined as an instrument that runs 168 days per year (70% of a full working year, accounting for facility closure due to holidays or worker actions, absence of staff, or compromised power supply) and 3 tests per day (accounting for delays in specimen transport, stock-out of cartridges, staff workload, and limited operating hours).
Multiple documents from the global TB community have outlined the target of universal access to WHOrecommended rapid diagnostics.
The model, and in particular the choice of populations assumed to require Xpert, conforms to the guidance and standards found in the WHO compendium. 8 This includes Standard 6, which states that "all patients with signs and symptoms of pulmonary TB who are capable of producing sputum should have as their initial diagnostic test at least 1 sputum specimen submitted for Xpert MTB/RIF Ultra assay," and Standard 5, which confirms that "TB programmes should transition to replacing microscopy as the initial diagnostic test with WHO-recommended rapid diagnostics that allow for the simultaneous detection of TB and drug-resistant TB." Due to this assumption that all persons with signs and symptoms of TB would receive an Xpert test, the percentage of individuals that would get an Xpert test solely to test for resistance to rifampicin and not primarily for case detection was set at 0. Of note, the calculations are not expected to differ depending on use of Xpert MTB/RIF or Xpert Ultra because the algorithm would remain the same and the cost of MTB/RIF and Ultra cartridges is the same for high-burden countries. The WHO calculator's additional calculation for relapse patients was also omitted because our overall calculation was based on testing 90% of all estimated new and relapse patients, but the WHO variable "ret_nrel" (previously treated patients, excluding relapse cases) was retained. For the purposes of this analysis, the WHO calculator does not estimate any use of the Xpert instrument for other indications such as HIV viral load testing, early infant diagnosis of HIV, and/or hepatitis C testing. Systematic reviews were conducted in both Google and PubMed for terms including ("TB" OR "tuberculosis") AND ("NNT" OR "NNS" OR "number needed to treat" OR "number needed to screen" OR "TB testing" OR "TB screening"); these results were also refined by adding search terms such as "HIV" and "X-ray." The limited relevant data resulting from this search are described in the results. Based on these findings, in the baseline model, testing 10 persons with signs and symptoms of TB with Xpert yields on average 1 diagnosed TB patient (see Results for justification). The equivalent number used for children was 4 tested with Xpert to yield 1 TB patient, based on the defaults used in the original WHO calculator.
These baseline model parameters (see Table 1 ) were then varied in a sensitivity analysis to cover a range of possible country-specific values and scenarios. This exercise was limited to a deterministic sensitivity analysis because the paucity of available evidence would not support the use of uncertainty distributions or of multivariate models-the latter were judged more likely to obscure rather than illuminate the critical findings.
Given the limited geographical access to Xpert testing in almost all high-burden countries, we created a separate calculation (unrelated to the WHO calculator described above) to illustrate the potential demand for Xpert based on population size, regardless of estimated burden of TB and TB/ HIV coinfection and operational capacity. We converted the standard for access to smear microscopy described under the Global Plan to Stop TB 19 (1 microscope per 100,000 population) to the corresponding number of Xpert sites that would be needed to provide the same level of geographic coverage. This exercise was limited to an estimation of the minimum number of Xpert sites per country and did not consider the number of Xpert modules needed per site because that would have required using variables for the number of smears per day and the reasons for those smears, and reliable data to inform such a calculation were not available. Finally, after generating the number of modules needed in the baseline model and various scenarios, we compared these outputs to the actual numbers of modules in countries and the numbers of test cartridges procured in 2017. Because WHO does not collect these data variables as part of their annual reporting and no other standardized database exists with this information, we used alternative data sources. For the number of modules currently in countries, we surveyed national TB program staff, USAID technical representatives, and other technical partners, and compared these figures to those from other relevant country reports. For the number of test cartridges available annually in countries, we used 2017 procurement data provided by Philippe Jacon, Cepheid, manufacturer of Xpert (email communication, November 2018). The Cepheid procurement data include test cartridges procured in the public sector for 145 high-burden and developing countries 20 for MTB/RIF and MTB/RIF Ultra TB assays.
For the cost analysis, the current number of modules was subtracted from the total modules needed according to the baseline model to obtain the incremental number of modules required. This number was then divided by 4 and multiplied by the concessional cost of a 4-module machine with laptop (US$17,500 ex works, which does not include shipping or any potential customs costs; available to all of the high-TB burden countries included in this study). In line with the overall conservative approach to this analysis, variable service and maintenance costs were not included, and we used the global concessional price per test cartridge of US$9.98 ex works.
RESULTS

Determining Baseline Inputs
Below are detailed findings from the literature searches used to derive 3 of the model inputs.
Number of Adults With Symptoms Needed to Test With Xpert to Diagnose 1 Adult TB Patient
For the number of adults needed to test to diagnose 1 adult TB patient (number needed to test, or NNT), a 10:1 ratio has appeared in the guidance for many years. 21 This ratio was originally based on expert consensus with the anticipation that countries would revise based on country-specific data because it varies with epidemiology and the intensity of case finding efforts. Based on this prior use and the evidence from South Africa (see below), a ratio of 10:1 was also used in the current model. Note, however, that WHO 15,22 used a ratio of 10 tests to diagnose 1 bacteriologically positive patient (not 1 TB patient). This is a more complicated solution because the percentage of bacteriological positivity is expected to change over time with the increasing use of more sensitive diagnostics such as Xpert and Xpert Ultra, and we were not able to determine an evidence base for WHO's rationale.
A clear country example would assist in justifying this important ratio. However, evidence from many countries was found to be focused on number needed to screen (NNS, the number of individuals that need to be asked about TB symptoms to diagnose 1 TB patient) instead of the NNT figure required as an input to the baseline model. In addition, most countries are still implementing a mixture of smear microscopy and Xpert, so it becomes difficult to untangle the number needed to test with Xpert to find 1 TB patient. South Africa is more promising in this regard because it uses Xpert as the primary diagnostic test for TB. 23 Initial findings showed that the test positivity rate in South Africa jumped from the 8% seen with microscopy to 16%-18% in the first year of Xpert implementation, but this gradually declined to 12% in the fourth year, 24 and in recent years has settled on 10.2% over multiple years of measurement. 25 These South Africa numbers represent the ratio for detecting all TB, whether in PLHIV or HIVnegative individuals. Using the U.S. President's Emergency Plan for AIDS Relief (PEPFAR) 26 and WHO 10 data from 2017 and the first half of 2018, these data can be disaggregated into an estimated 7.6% of the Xpert testing volume being used to screen PLHIV (yielding approximately 29% of the total TB cases with NNT of 2.6 due to the nonaggressive symptom screening, which also explains why only 29% of case finding was in PLHIV despite a coinfection rate of 60%), compared to an NNT of 13.7 for the remaining 61% of diagnosed TB patients. Overall, this programmatic experience Programmatic experience supports using a ratio of at least 10 adults tested with Xpert to 1 diagnosed TB patient.
continues to support using a ratio of at least 10 adults tested with Xpert to 1 diagnosed TB patient, with the caveat that NNT varies substantially depending on prevalence (lower prevalence means higher NNT), symptom screening algorithm (a more inclusive symptom screen means higher NNT), and clinical practice.
Percentage of PLHIV on ART With Signs and Symptoms of TB Who Require Xpert
The percentage of PLHIV on ART who should be tested with Xpert varies considerably between what is ideal (and seen in study settings) versus what is typically done programmatically.
WHO recommends that PLHIV should be routinely screened for active TB at every health facility visit using a 4-symptom screen (current cough-any duration, fever, night sweats, and weight loss). 27 The presence of any 1 of these 4 symptoms is considered a positive screen, and the absence of all 4 symptoms is considered a negative screen. Thus, the current definition of optimal practice is to be broad and inclusive in the symptom screen. In countries, however, the exact symptom screen used varies, and also the patients' definition of a cough and the providers' index of suspicion vary. Thus, it is not possible to get a single, consistent number for this percentage, not just because of varying epidemiology but also because of this between-country variation.
A meta-analysis 28 includes summary statistics of 11% with cough of 2 weeks or more, 20% of PLHIV with current cough, and 47% with any 1 of current cough, fever, night sweats, or weight loss (the latter being the WHO-recommended definition of symptomatic TB among PLHIV).
In some more recent individual studies, the percentage of PLHIV or client on ART judged to have a positive symptom screen that warranted TB testing varied by country setting: from 5% in Ghana, in a setting with an unusually restrictive algorithm requiring cough plus 1 other symptom 29 to 10.5% in India, though 30% actually had at least 1 TB symptom 30 to 20.9% in Ghana, though only 12.6% before an intervention to increase provider awareness 31 to 22.9% in Rwanda, a high-screen positive percentage despite a relatively high median CD4þ of 385 32 to 39% in Ethiopia, despite 89% being on ART 33 to 53% in Kenya, screened at enrollment, including 25% with current cough 34 Meanwhile, global PEPFAR programmatic data showed a value of only 2.8% in PEPFAR countries based on PEPFAR data from Panorama for the first half of 2018 (Sevim Ahmedov, MD, USAID, email communication, November 2018), presumably based on incomplete implementation and a low index of suspicion.
Based on this evidence, and because the model is aiming for optimal practice in terms of coverage and implementation, the baseline model includes a value for this variable of 20% (representing a value that is the median of the 3 values from the meta-analysis and is very close to the median from the 6 more recent studies). Because 20% is probably still lower than optimal, and actual implementation is closer to 3%, the sensitivity analysis also includes scenarios that cover the range of 2.5% to 30% for this variable.
Percentage of People With TB Signs and Symptoms and an Abnormal CXR Requiring Xpert
Based on WHO guidance, 35 "CXR and further clinical assessment can be used to triage who should be tested with the Xpert MTB/RIF assay to reduce the number of individuals tested and the associated costs, as well as to improve the pretest probability for TB and, thus, the predictive value of the Xpert MTB/RIF assay." Therefore, at least in theory, CXR could be used in this model to reduce the number of Xpert modules and tests needed.
We estimate that about 50% of people with signs and symptoms of TB will have any abnormality on CXR sufficiently suggestive of TB to merit further evaluation. This assumption would halve the number of Xpert cartridges and modules needed, but only if it was possible to develop CXR capacity at the subdistrict level to facilitate patient access-a massive task, and one that would increase resource needs in other ways.
The best data to support the 50% estimate would be a survey of actual CXRs from the country among people with TB symptoms. However, prevalence surveys do not typically report their data in terms of "number of people with symptoms who had an abnormal CXR." The primary input to the estimate of 50%, which was originally based on expert opinion, is from a single study that found that 45% of people with symptoms in Kenya had an abnormal CXR as read by a primary physician. 36 Table 2 presents the logic of the main calculations, and Table 3 presents the results of the baseline model. The total current number of modules in the 24 countries was 26,873 (average per country of 1,120; range 80-4,780), whereas the total modules needed in the baseline scenario was 135,198 (average per country of 5,633; range 138-49,986), suggesting the need for a 4-fold increase in the number of Xpert modules across these countries, with the percentage increase needed per country ranging from 13% (Tajikistan) to 946% (India).
Baseline Model Outputs
Many modules are currently operating at a lower capacity than that assumed in the baseline model; therefore, the cartridge gap (the gap between the number of test cartridges procured in 2017 and the total number needed) was even greater than the module gap (the gap between the current number of modules and the number needed). A more than 6-fold increase in test cartridges would be needed to get from the current volume per year in the 24 countries of 9,404,400 (average per country of 391,850 cartridges per year; range: 16,200-2,543,150) to the baseline model total need of 68,139,600 (average per country of 2,839,150 cartridges per year; range: 69,600-25,192,700), with the percentage increase per country ranging from À48% (Tajikistan) to 6706% (Democratic Republic of the Congo).
Sensitivity and Scenario Analysis
The results of a sensitivity and scenario analysis are presented in Table 4 . The full data for this analysis are listed by country in a Supplement. The changes that would, on average, decrease the number of modules needed include the scenarios that use 2017 actual TB case notifications instead of 90% of the estimated burden (leading to a total reduction of 32%), test a lower percentage of PLHIV on ART (leading to a total reduction of 6%-10%), assume a higher module operating capacity (48% reduction), or assume availability and use of CXR to triage persons with symptoms of TB before the WRD (50% reduction). The scenarios resulting in an increase in the number of modules needed above the baseline model include countries with lower TB prevalence, more ambitious TB case finding (with up to 100% or more increase in module needs from baseline), and more ambitious TB screening of PLHIV (6% increase in modules needed). The likelihood of these various scenarios is explored further in the Discussion.
The numbers of WRD sites to mimic the 1 microscope per 100,000 population requirement used for smear microscopy access are a total of 78% (range 30%-92%) smaller than the baseline values for number of modules, indicating that many of the sites would likely have more than a single module to achieve the baseline scenario (Supplement). Indeed, the number of these sites required under the 1 microscope per 100,000 population calculation is only 13% more, on average, than the current number of modules in these countries (range À87% in South Africa to 180% in India).
Cost Analysis
The cost implications of the baseline model are presented in Increasing the percentage to 30% will increase number of modules needed by a total of 6% (range: 0%-38%).
Less screening of PLHIV
Decreasing to 10% will decrease number of modules needed by a total of 6% (range: 0%-38%).
Current screening of PLHIV
Decreasing to 2.5% will decrease number of modules needed by an average of 10% (range: 0%-67%). To detect all people with TB, more ambitious case finding is needed. This is likely to result in both more down-time for modules (due to greater decentralization and/or using mobile screening, thus cycles/day is reduced to 2) and a lower positivity rate from testing more people with symptoms of TB (thus NNT is increased to 20) . This combination of changes increases modules and cartridges needed by 177% and 84% (range: 80%-194% and 20%-96%).
Increased operation of module
WRD sites Access standard for smear microscopy None
Converts access standard for smear microscopy (1 microscope/100,000 population) to WRD sites needed to achieve same geographical coverage. This produces a large number of sites needed, though these values are more than 4 times lower than the baseline modules needed, since each site will require multiple modules to achieve sufficient throughput. 
DISCUSSION
The TB diagnostics network is the foundation for all other interventions needed to end the global TB epidemic. Without an accessible, quality network of rapid TB diagnostics, countries and the global TB community will never reach the 40 by 2022 goal.
We did an estimation exercise to determine if countries have adequate rapid TB testing capacity to be able to detect all people with TB, in line with the 40 by 2022 goal. This analysis showed that there is a considerable gap between the existing rapid testing capacity and the capacity that is actually needed. Compared to the current situation, the baseline model required a 4-fold expansion in Xpert module capacity across these 24 countries with high TB burdens, and a 6-fold increase in 37 or lower TB prevalence (because countries would need more tests to find the same number of TB cases). These large volumes in the baseline model are consistent with early predictions of substantial potential market sizes for new TB diagnostics, with the prediction that 59% adoption of a smearreplacement test by 2020 would result in an estimated annual volume of 49 million tests. 38 By comparison, the actual procurement reported in 2017 by Cepheid across all high-TB burden countries was less than a quarter of that, at 11.2 million tests procured (Philippe Jacon, Cepheid, email communication, November 2018).
For various reasons, a total required volume lower than that identified from the baseline model is possible (Table 4 ), but not likely. First, the ratio of people with TB symptoms to diagnosed TB patients may be less than 10:1, though some of the best data for this come from South Africa and point to, if anything, a higher number. Second, using the national TB program as the data source for Xpert module numbers may miss modules that have been procured directly by the private sector with their own private funding. However, the numbers of such machines in TB high-burden countries are minimal (and zero in many highburden countries). 39 Third, the use of CXR as a triage tool before the WRD could potentially approximately halve the WRD needs, though cost and major patient access issues around CXR have resulted in limited usage of such an algorithm.
Indeed, it may be optimistic to estimate an approximate 50% reduction in Xpert testing volume based on adding a CXR triage step. In the TB prevalence survey in Vietnam, 3.7% of the general population had a CXR abnormality, 40 in a population where TB prevalence was 260 per 100,000 (0.26%), so the ratio of CXR abnormality to confirmed TB was greater than 10 to 1 and thus the NNT in a CXR triage algorithm remained high. Practicality of this algorithm is also a concern. In terms of resource needs, as a first approximation we could assume the same number of CXR machines being needed as the number of Xpert sites under the "per 100,000 population" calculation (see Supplement). Because a CXR takes only a few minutes, throughput reasons would likely not justify a greater number of CXR machines than Xpert machines. However, for patient accessibility, such an assumption is very much on the low end because it is far easier to transport sputum to an Xpert than patients to a CXR. Thus, this estimated need for CXR under this scenario should be considered a low-end estimate.
Fourth and finally, operational capacity of WRD machines might improve (less down-time and more cycles per day), though this is not what we see from current experiences in high-burden countries where there is increasing evidence for "Xpert for all" algorithms being incompletely implemented due to resource constraints. For example, Ethiopia has been aggressive in adopting an "Xpert for all" algorithm, which has almost tripled the use of Xpert in 3 years, but the peak utilization is still only 93% 41 of the "realistic operating capacity" defined above (see Methods) or 54% of the original WHO implementation recommendations (3-4 tests/module/day · 250 days per year). 42 This less than optimal operating capacity is not because of a lack of need; the percentage of TB cases tested for rifampicin resistance in these project areas has increased but is still only 28%. 41 Indonesia represents another example, where substantial support for an "Xpert for all" algorithm in focus districts has resulted in more than double the use of Xpert, but peaking at only 38% of full operational capacity in focus districts (compared to 16% in non-supported provinces, using the WHO implementation recommendations). 43 Thus, even with substantial support and an expansive algorithm, the instrument's maximum potential operating capacity seems out of reach and the capacity presented in the baseline model presents a more realistic scenario.
Two other ways to reach lower numbers for the resource needs would be to assume either current case finding numbers (instead of the targeted 90% of total incident cases) and the current, inadequate TB screening percentages for PLHIV. Although in Table 4 we present the results of using such sensitivity analyses, our baseline model was aimed explicitly at estimating the future needs of the TB community to reach goals that have already been set. Both of these 2 sensitivity analyses go against that theme by settling for the status quo. Thus, although these 2 analyses are included in Table 4 for the sake of completeness, we do not see them as a challenge to the baseline numbers.
It is important to note that the number of Xpert tests needed for PLHIV screening does not decrease greatly with the widespread adoption of ART. Even PLHIV on ART will still have significant levels of TB symptoms from non-TB causes, just like the general population, and it is these non-TB causes that are behind the vast majority of the symptoms that prompt an Xpert test. The subsequent TB yield from those Xpert tests will decrease for people on ART, but the need for the tests in the first place remains, which is the relevant issue for this exercise.
When Xpert was introduced in 2010, it was intended to be a point-of-care test to replace smear microscopy. By doing this, countries would keep access intact but significantly improve sensitivity and be able to diagnose rifampicin resistance with the initial test. In reality, roll-out has been steady but slow. 44, 45 In 2013, WHO policy 46 recommended that Xpert be used as the initial diagnostic test in adults and children suspected of having multidrug-resistant TB or HIV-associated TB; the use of Xpert as the initial test in all adults and children with symptoms of TB was a conditional recommendation and not taken up by most countries. Although the WHO Compendium 8 states that Xpert is to be used as the initial diagnostic test in everyone with symptoms of TB (see Methods), the original restricted policy led to an uneven and slow uptake of Xpert as the primary diagnostic for all people with symptoms of TB. By the end of 2017, national algorithms and policies in only 32 of the 48 countries included in WHO's lists of high TB, TB/HIV, and multidrug-resistant TB burden countries had been revised to include this recommendation for use of Xpert for all individuals with TB symptoms, 3 and the extent of implementation in countries with these policies varies.
Why are WRDs including Xpert not being used universally as the primary diagnostic tool for TB? Beyond the explanation of insufficient financial resources, there are several plausible reasons. 47 Originally, Xpert was intended to be a "near" point-of-care diagnostic placed within subdistrict facilities similar to the level of smear microscopy services; however, limited resources and operational challenges like unstable power supply forced Xpert to become more centralized and ultimately inaccessible without specimen transport mechanisms in place. 48 Some of the operational barriers 48, 49 are slowly being addressed, including the use of alternative power sources like solar and diagnostic data management solutions like GXAlert/ASPECT that provides visibility to the program on all instruments (thus enabling a response to instrument problems or commodity issues). There is also an abundance of training material for all levels of the health system that can be used to build staffing capacity and there have been creative approaches to address staff shortages. But, despite all these interventions, the ability to move Xpert to the level of the microscopy center is still in doubt in many high-burden countries. Issues such as power, infrastructure (i.e., air conditioning), capacity of staff to troubleshoot, lack of maintenance and service, and module failures remain major operational challenges that will have to be faced in any ongoing expansion, with a focus on supporting the systems required for a true point-of-care functionality. 50, 51 In addition, since concessional pricing for the Xpert instrument and test cartridges is limited to the public sector, the test is mostly unavailable to persons who seek care from private providers and facilities. 39 
Limitations
Our analysis has a number of limitations. There is limited information to inform the setting of values for certain key variables, including NNT. True numbers will, in any case, vary substantially between countries depending on epidemiology, the intensity of case finding, and other factors. Attempts to incorporate such considerations via stratification of the model would result in a less transparent and more questionable model based on suppositions rather than evidence and was therefore not undertaken. However, we believe that the baseline model remains a reasonable estimate that errs on the side of conservatism. For the estimation of current cartridge procurement volumes, the estimated values may not reflect true consumption if the procurement order for a country is not based on the previous year's consumption due to leftover stock from the previous year or an increase or decrease in funding available for procurement. In addition, the resource needs estimate does not include a number of additional and substantial areas of investment that would be needed including the cost of maintenance contracts, shipping and customs payments, connectivity installment and maintenance, sputum transportation, infrastructure requirements, and training and paying salaries for additional staff. Finally, the required investment amount may differ if different WRDs, with a different price, are used instead of Xpert, 14 or if Xpert machine or cartridge procurement is by private providers without access to concessional pricing.
CONCLUSION
Even as countries continue to work out WRD expansion and operational issues, the issue of the total capacity needed (as addressed here) also remains, including the gap in the resources needed to reach that capacity. Rapid test availability is very far from the only issue and need that is confronting TB programs as they aim for the 40 by 2022 targets; there are a multitude of additional activity, financial, and system constraints that must also be addressed. However, it is clear from this analysis that countries do not have enough rapid TB test instruments or cartridges to meet their needs. Without increasing both instrument and cartridge numbers, countries will struggle to find all people with TB and to implement quality TB diagnostics at scale. Ambitious goals such as the 40 by 2022 require bold interventions. This includes urgently expanding access to and capacity of country TB diagnostic testing networks.
